1
and this association was larger than that of the United States (r = −.32). However, consistent with Curhan et al.'s hypotheses, three of the five weakest NA-health associations were found in Myanmar, Singapore, and South Korea (rs of −.23 to −.28), countries whose populations may share views of NA comparable to those of previously studied East Asian samples.
We were disappointed that Curhan et al. (2014) did not include PA-health analyses in their study. After all, NA and PA have been shown to be conceptually independent (Diener & Emmons, 1984) and differentially predictive of health (Pressman & Cohen, 2005) . The experience of PA, like that of NA, is also surrounded by different norms cross-culturally (e.g., Joshanloo & Weijers, 2013; Lyubomirsky, 2000; Uchida & Kitayama, 2009 ). Curhan and colleagues noted that they did not analyze PA because their measure of PA oversampled high-arousal feelings, which created an issue because East Asian samples place a low value on these states (Tsai, Knutson, & Fung, 2006) . However, this high-arousal-PA measure would have provided a strong test of whether nonidealized affects are less relevant to health. Analyses of PA (high arousal or general) in cultures that restrain PA (e.g., to promote relationships) would also shed light on whether cultural devaluation weakens the effects of PA on health.
We tested this by selecting two countries known to deemphasize PA and emphasize NA ( Japan and Russia; Chentsova-Dutton & Tsai, 2009; Curhan et al., 2014; Lyubomirsky, 2000) and two that prioritize positive emotional experiences and expression (Mexico and Brazil; Levine, Norenzayan, & Philbrick, 2001; Ruby, Falk, Heine, Villa, & Silberstein, 2012; Sanchez-Burks, 2002) . We also retained the United States as a reference point. Interestingly, Russia (r = .43) and Japan (r = .38) both had , Shane J. Lopez 4 , and Belinda Campos moderate PA-health associations that were comparable to or higher than those observed for Mexico (r = .36), Brazil (r = .35), and the United States (r = .29). We find it remarkable that these associations were so similar across societies that vary in the extent to which the experience and expression of positive emotion is valued. These theoretically meaningful comparisons suggest that the effect sizes observed for the association of PA with health are stable despite known differences in affect valuations among these countries.
Why did we fail to replicate the finding of a weaker NA-health association in Japan as compared to the United States? There are many differences between the Gallup and MIDUS/MIDJA data-for example, the sample compositions (e.g., age range, location), items assessing affect and health, response styles, and methodologies used to recruit participants (see, e.g., Gallup, 2014 ; Inter-university Consortium for Political and Social Research, n.d.) are all different. Clearly, further cross-cultural work in the affecthealth literature will be needed to disentangle the nature of these relations and the differences between studies.
Notably, NA was associated with worse health across the three studies discussed here (the present study; Curhan et al., 2014; and Pressman et al., 2013) , with only minor variation in the strengths of the correlations across countries with dissimilar values for NA views. Similarly, PA was related consistently to better self-reported health, without the variation that would be expected on the basis of countries' affect-related beliefs and goals. In our view, this pattern suggests that despite variation in emotional ideals across cultures, the physiological properties of emotions and their subsequent effects on wellness (e.g., Kiecolt-Glaser, McGuire, Robles, & Glaser, 2002; Pressman & Cohen, 2005) still matter. In addition, it is also important to consider that self-reports of experienced affect may be limited in their ability to capture the effects of cultural norms governing the expression and suppression of emotion. Further research exploring multiple aspects of emotion response systems is warranted to disentangle these possibilities.
In sum, there are both commonalities and variation in affect-health links across countries; we should not perpetuate a "one size fits all" model of how emotion influences physical health. Too often in biomedical work, culture, race, or country of origin are treated as "noise" variables to be statistically controlled. Thus, we agree with Curhan et al. (2014) that there is a strong need for those studying health and health-relevant processes to pay more attention to the role of culture. For this research to benefit worldwide well-being, we must move beyond simple affect-health assumptions to fully understand our commonalities, our differences, and the unique social contexts that determine when different emotions are helpful versus harmful.
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